2.2.Prelude of HIV/AIDS
Control; IDU, injecting drug users; CSW, commercial sex workers.
INTRODUCTION
It is well recognized that the epidemiology of HIV/AIDS is closely associated with human behaviors, moral standards in the society, view of life , sense of value, the family system, population migration, social changes due to economical development, and other miscellaneous factors of culture and civilization . This is particularly true with the case of Thailand. This article is to present the collected materials and records which may provide the information necessary to think about those matters.
In Thailand, the spread of HIV/AIDS and the socioeconomical development have been going on concomitantly for the past 10 years. Because of the complex nature , however, it
is not always easy to analyze the problems whether this concomitancy is causally associated, or simply a correlation, still or only a coincidence.
Therefore, the present authors will not go into the detailed analysis of the association mechanism between the epidemiology and sociology in HIV/AIDS prevalence. Nevertheless, we think that the collected materials may serve to the understanding of the whole picture of the HIV/AIDS problem in Thailand and suggest the social factors apparently connected with the epidemiology. With this idea in mind, we dared to attempt the literary survey of increasing HIV/AIDS prevalence together with the contemporary social changes.
Prelude of HIV/AIDS epidemic in Thailand ( Fig. 1) The first case of full-blown AIDS in Thailand was an imported one , a bisexual Thai male of 28 years old who returned from the United States . He spent 2 years there, and died by the end of 1984. This alarming event prompted public health authorities and medical society to serological survey in high risk groups .
At the end of the same year, the second case was reported, a homosexual foreigner who returned home country after a short stay in Thailand.
In 1985 , four more cases were reported, three of them being foreigners who had already been infected before coming to Thailand. The remaining one was a 27-year-old bisexual Thai male.
He had contracted with a German who visited Thailand every 2 to 3 months. The patient's female partner was also infected with HIV and diagnosed as ARC (1, 2) . In 1987, six more AIDS cases were reported, most of them being homosexual Thai males infected abroad. In 1988, two heterosexual female AIDS cases were reported; one had received blood transfusion in a Middle East Country and the other was born from an HIV-seropositive parent (3). This system is to be improved in future together with a new case definition for AIDS diagnosis. The latter system started in June, 1989 for a cross-sentinel HIV serosurvey among selected population groups to be carried out twice a year in June and December. Since the third survey, all 73 provinces including Bangkok have been covered to grasp the extent of HIV infection in the whole country. The population groups subjected to the survey are now six. The Division of Epidemiology of MOPH is responsible for the data-collection, statistics, and publication (6) . The epidemiological information thus obtained is used to estimate the HIV/AIDS situation among the general population and the future extent of the epidemic, and to serve the national planning for prevention and control of the disease. The update of the HIV/AIDS situation in Thailand is shown in the tables as below. The total number of AIDS/ARC cases was 6,122 in September, 1993 (Table   I) . Sexual intercourse accounted for 74.6% as risk behavior of AIDS cases, while IDU accounted for 8.5% (Table II) . The cumulative total number of AIDS cases increased upto 7,457 in May 31, 1994, more than 2,000 of whom have already died by this time (AIDS Newsletter, May 31, 1994). Figure 2 indicates that the majority of AIDS cases are in the age range from 20 to 44. The incidence rate at age 0 to 4 is around 10% but 0 at age 5 to 9, indicating the fatal outcome of AIDS in newborn babies sooner or later. More than half of AIDS cases have been reported from the northern regions (Table III) . Table IV (Table  V) . Consequently, the difference in We can not neglect the social or economic changes as above when we think about the mechanism of HIV/AIDS prevalence in this country.
Population migration:
The increasingly high rate of migration in the general public has been noted in accordance with the economic development, especially from the northwestern, northern and southern regions to Bangkok.
The ratio between female and male has been increasing concomitantly ( Table Table V . Geographical distribution of gross domestic product (GDP) in 1987
Source: Thailand National Statistic Office.
VII). This is understandable from the fact that the largest labor force to Bangkok has been supplied from the north-eastern regions (Table VIII) , and that more working opportunities are found in Bangkok and the vicinity . The migration of female prostitute is a part of this traditional feature of labor mobilization . In the case of prostitutes, however, their migration is not only to distant provinces but also within the same town or nearby communities. The turnover rate of female prostitute is closely associated with their migration, less than 7 years in 63% in Rayang (16), 2 months to 6 years with a turnover rate of 66% in Tak (17) sharing the drug and pipe. By doing this way, they felt matually a sense of solidarity and were able to escape from a sense of guilty. This behavior was inherited to the present time, though opium was changed into heroin and pipes into injectors. It is well known that the first outbreak of HIV-infection occurred among IDU in Thailand.
The total number of IDU in this country is unclear, but the governmental survey in 1989 revealed that 60,323 IDU were under methadone-treatment in 138 Rehabilitation Centers, one-third being in Bangkok. Ninety-six percent of IDU were male and around 50% belonged to the age group of 25 to 35 (19) . Sex behavior of the general public: According to the Thai law, marriage is permitted only to the individuals older than 17 years, and bigamy is prohibited. In 1960, the prostitution-inhibition law was promulgated, by which about 20,000 prostitutes were to be punished every year. They must pay 2,000 bahts or be subjected to imprisonment of less than 6 months. The definition of prostitution is shown in Article 4 of that law. It includes all combination cases of sex partnership between the active and passive sides. This suggests a wide pattern of sex behavior in Thailand.
Despite the legal and administrative status such as above, actual sex custom and behaviors of the Thai males appear to have a wide freedom on the individual level. Besides, the style of sex freedom is different from one social stratum to another, giving more opportunities of HIV prevalence to lower classes. small segment of the male population. Such state of affairs brought about inevitably the consequent epidemiological situation of HIV/AIDS in mothers and children.
The Thai Cabinet recently approved the anti-prostitution draft bill making parents, brothel owners and clients punishable by fine or imprisonment terms if they subject girls below the age of 18 to prostitution. (Table XI) . The molecular epidemiology of HIV/AIDS by genetical and serological means is important for the effective vaccine design as well as for the serosurveillance of the infection. Export and import of HIV: One example of the export of HIV to other countries is that by Thai females who are working in Japan as service girls in gay trade locating in red light districts (46) . Their total number is estimated at 40,000, 4% of them being reported as HIV-positives. The influx of Thai girls to Japan is largely managed by Japanese crime gangs (yakuza) or Thai mafia (e.g., organization called Gang 14K). Most of them came into the job after the 1985 Plaza Accord which revaluated the yen. Thai girls are also sent to Hong Kong.
Meanwhile, prostitutes of China, Burma, Laos and Vietnam come to Thailand by the hand of such brokers (47) . Attention must be directed also to the transfer of HIV by Thai fishermen to other Asian countries. According to the report from Indonesia, 108 after 1987 were HIV-seropositive, 26 of whom manifested fullblown AIDS and 22 were fatal. The official statement of the Vietnam Government said that the number of HIV-positives in the whole country was 500, 76 of whom were foreigners. 
Clinical characteristics of AIDS in Thailand and opportunistic infections
The Table XII .
Survival of AIDS patients in Bangkok was studied by Kitayaporn et al . (50) in 330 Thai patients at age of 31 in average. Median survival time (KaplanMeier) from AIDS diagnosis was 7.1 months for all patients; one year survival probability was 39.8%. These data tell that survival time of AIDS patients in Bangkok is much shorter than those in industrialized countries, probably because of the delayed diagnosis.
In 1984 and 1985 when HIV/AIDS had not yet been detected in the Thai people, the STD-prevalent provinces in Thailand were as shown in Fig. 12 . The locations of high STD incidence were almost the same as those of HIV/AIDS prevalence in the present time. This is understandable since HIV/AIDS is one of STD. It will be accepted that the northern region had already the epidemiological and social conditions favorable for the spread of AIDS when HIV invaded into Thailand.
It is no wonder, therefore, that the general epidemic of HIV-infection began in Chiang Mai areas among female prostitutes and male STD patients in 1988. By June 1991, male STD patients had a national median provincial rate of 5% seropositivity. In Chiang Mai and Chiang Rai, however, the seropositivity among STD out-patients was 31%.
In Thailand, the first epidemiological survey of HIV-infection among tuberculous patients was carried out in 1989. Four hundred and fifty-six new patients of bacteriologically confirmed pulmonary tuberculosis were subjected to serosurvey for HIV antibody (51) . Nine positive patients (1.97%) were confirmed by Western blot. Then, the Tuberculosis Division of CDC set up a sentinel prevalence survey programme of HIV-seropositivity in new tuberculosis patients.
The survey has been done twice annually in Bangkok and nine zonal centers in rural areas. The positive rates were low in the northwestern and southern regions (2 to 3%), but high in Bangkok (8.2%). This uneven distribution of the rate may be roughly proportional to that in the general population (52) .
Concerning the TB amplification in AIDS patients, Tansupasawadikul
reported that TB of any form was found in 52% of 241 AIDS patients. This rate was much higher than 25% of cryptococcosis and 20% of Pneumocystis carinii pneumonia. The TB-HIV/AIDS relationship was studied more thoroughly by Uthaiworavit et al. (54) in Chiang Rai Regional Hospital. They demonstrated that the increasing trend of TB morbidity and mortality in recent years was due to a rapid increase of HIV-infected TB cases. Until recently, Thailand had been enjoying a decreasing tuberculosis burden as shown by the epidemiological data that estimated TB infection rate among persons at age 20 to 39 was 78% in 1962 but 29% in 1991. However, the situation is now reversed in Chiang Rai (55) . The case-fatality rate of HIV-infected TB patients is 65.9% compared to 11.2% for HIV-negative patients (p<0.01).
The age distribution of TB cases became bimodal with a new peak composed of younger HIV-infected persons. At age 20-39 years, TB cases comprised 78.9% of HIV-infected, compared to 28.8% of HIVnegative TB cases (p<0.01). As for the study on delayed type hypersensitivity (tuberculin reaction) in HIV-infected persons, the reports in Thailand are controversial.
One study (55) did not acknowledge any deduction of the tuberculin sensitivity in HIV-infected persons, but another study (56) demonstrated the decreased sensitivity in those individuals. Theoretically speaking, however, the change of the tuberculin sensitivity may depend on the degree of reduction of CD4 lymphocytes. This problem is also associated with the usefulness of tuberculin for detection of latent TB cases in HIV-infected persons .
Blood donors
In Thailand, donated blood screening was started in 1986 at the National Blood Center of the Red Cross Society. Siriraj Hospital and Ramathibodi Hospital in Mahidol University came also into the pioneering activity for the screening and established a routine system for every unit of blood donors in September , 1987. The sentinel serosurvey of HIV infection started in 1988 including blood donors for the survey subjects. In this way, the screening system has been in- Counseling and education The cooperation is expected in each country so that a good financial and technical management is planned for implementation and evaluation of HIV/AIDS-related policies and programs on the national level. If schools world-wide are to be mobilized in appropriate ways for this purpose, the social benefit will be so great .
In Thailand, a school-based community education for AIDS/STD prevention is now under trial in a pilot area aiming at behavior change out of school youths in rural communities. If successful, the future expansion of this trial will be expected to cover wider areas (60) .
Out of school youths recruited from the target communities are trained as peer educators to conduct informal peer counseling and interactive education in the village environment. 
